THE case to which I propose to call your attention is one in which the diagnosis, treatment, and result were so strictly ordinary that I should not venture to bring it before you if it did not appear to throw some light upon a subject about which there has been some controversy -viz., the mechanics of the production of traumatic rupture of the intestine.
By WILFRED TROTTER, M.S. THE case to which I propose to call your attention is one in which the diagnosis, treatment, and result were so strictly ordinary that I should not venture to bring it before you if it did not appear to throw some light upon a subject about which there has been some controversy -viz., the mechanics of the production of traumatic rupture of the intestine.
The patient, a youth, aged 18, was admitted to the University College Hospital during the evening of August 30, 1910. Some hours earlier, in the course of his work as a navvy, he was caught between the buffers of two ballast wagons and severely crushed. The wagons being a good deal lower than ordinary railway trucks the buffers caught him over the lower half of the abdomen. He was held by them for a few moments under severe pressure.
At the time of admission to the hospital he complained of considerable abdominal pain and of tenderness over the left lower part of the abdominal wall, where a haematoma had already begun to form. The pulse was 80 per minute and of good quality. There were no signs of free fluid in the abdomen, the urine was normal, and there was no vomiting. Such pain and tenderness as he had seemed clearly to be associated with the bruising of the abdominal wall. It was already some hours after the accident, and the absence of symptoms was so complete that the house surgeon did not think it necessary for me to see the patient until the morning. Instructions were given that the pulse-rate should be taken and recorded every hour during the night. The next morning the diagnosis of an acute intra-abdominal lesion was quite clear. The pulse had risen steadily to over 100, the patient had vomited, and the tongue was becoming dry. The abdomen was rigid, slightly retracted, and respiratory movements were visible only in the upper part. Operation was undertaken somewhat less than twentyfour hours after the accident. A median incision was made below the umbilicus. The intestinal coils in the lower half of the abdomen were found to be inflamed and somewhat matted together. Amongst them was turbid fluid mixed with a considerable quantity of fwces. Separation of the coils revealed a segment of ileum lying to the left of the spine against the posterior abdominal wall and showing an opening half an inch across, which was discharging semisolid feeces of a green colour.
Examination of the damaged loop showed at once that suture was not possible. Enterectomy was therefore done and the bowel united end to end. The pus and feces were mopped out of the abdominal cavity and a drainage-tube put into the pelvis. Convalescence was uneventful except for a slowly forming pleural effusion which had to be tapped a fortnight after the operation. The wound had to be drained for several weeks.
It is the form of the lesion in the bowel which constitutes my excuse for bringing the case before you. The features of the injury can be well seen in the specimen which preserves most of the appearances visible at the operation and in the drawing very kindly made for me by Mr. Lawrence (see figure) . For a distance of about 2 in. the peritoneum of the bowel has been torn through and has shrunk back. Through this opening the tube of mucous membrane has protruded after being torn away from the outer coats. In the most prominent part of the prolapsed mucous membrane is a round opening, the size of a sixpence. The appearances seem to me to show that the lesion was produced by a true bursting of the intestine.
Traumatic rupture of the intestine has been attributed, and no doubt is due to the action of one or other of three different mechanisms -viz., crushing, laceration, and bursting. There is no doubt that one or other of the two former causes the lesion of the bowel in many cases.
Upon the third, however, a good deal of doubt has been thrown, and some authorities are inclined to question whether it ever is a cause of rupture. Experiments have shown that when the abdomen is compressed the pressure within the bowel, as might have been expected, is not increased above the general intra-abdominal pressure, and that therefore there is no tendency for bursting of the bowel to occur. When, however, a loop of bowel is not supported by the general intraabdominal pressure-when, that is to say, it lies at a hernial opening or within a hernial sac-rupture is likely to occur if the abdomen is violently compressed. It has been shown comparatively recently that the influence of a hernia in predisposing to the occurrence of rupture is an important one. While admitting this, one is not prepared to agree that bursting can occur only in presence of a hernia. None such was discoverable in my case. It seems, however, that bursting might be brought. about in another way. If a loop of bowel were caught between the compressing force and the spine in such a way that both limbs of the ... Case of ruptured intestine. loop were occluded, the contents of the latter might be put under such pressure that bursting occurred. Some such mechanaism as this appears. to me to be the explanation of the state of affairs found in this specimen.
DISCUSSION.
Dr. HERBERT FRENCH said he took it that Mr. Trotter meant by rupture here that the aperture th'rough the mucous membrane into the peritoneal cavity was produced actually at the time of the buffer accident. He thought, however, that precisely similar appearances might have resulted if the injury had led first to the formation of a haCmatoma of the intestinal wall, the hole itself not occurring at that time, but only later as the result of the progressive softening and digestion of the most injured part. It was possible that the actual rupture did not take place until three or four hours after the accident; at least it would be difficult to disprove that view either from the clinical history or from the appearances of the specimen. Mr. C. H. FAGGE said he had no valid argument against Mr. Trotter's view as to the method by which this intestinal rupture had been brought about, except that it seemed to demand simultaneous and complete closure of both ends of the intestinal loop; as an alternative he had wondered whether hemorrhage into the mesenteric border might be regarded as the primary lesion by which the peritoneum at the antimesenteric border was stretched and finally split, as it will often do in the forcible reduction of an intussusception. If this were admitted, it would be easy to account for the hole in the mucosa by supposing that it had been lacerated between the buffer and the spine.
